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DEFICIENCY)
N D02 1200-8-5 No Deficiencies N 002 Effective, February 13, 2014 a quality
assurance program was implemented
under the supervision of the plant
operations director to monitor the usage of
Based on observations, tasting and documeant power-strips. The plant operations director
review, it was determined the facility had no life or designated quality-assurance
safety deficiencies. representative wili perform the following
systematic changes: a review of all patient
rooms wili be conducted. Any deficiencies
will be corrected on the spot, and the
findings of the quality-assurance checks
will be documented and submitted at the
manthly quality-assurance committee
meeting for further review or corrective
actien. The Quality Assurance Committee
conslsts of the Madical Director, Director of
Nursing, Diractor of HIM, Direclor of
Dietary and Administrator, (End Tag K147)
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N Q02 1200-8-6 No Deficiencies N 002

Based on observations, testing and document
review, it was determined the facility had no life
safety deficiencies.
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